provide the most appropriate disposition without excess resource utilization. However, whether the success of such an approach may be affected by the socioeconomic status of the target population is not known. We sought to determine the effectiveness of a standardized CP protocol in a primarily socioeconomically disadvantaged population.
Study Objectives: Establishing interoperability through health information exchange (HIE) is expected to reduce health care costs and improve quality of care. These benefits are presumed to be associated with reductions in repeat testing and reduced rates of admission. Our institution utilizes Epic's Care Everywhere, an HIE which functions on a combination of push and pull data exchanges with multiple neighboring institutions including 3 of the 4 regional academic institutions. When HIE data is available, an activity tab becomes viewable to the end user, but there are no prompts to review this information. We determined how frequently providers in our ED reviewed HIE data by activating this activity tab, and if the review of HIE data affected discharge length of stay (LOS), time to decision to admit (DTA), affected odds of discharge or reduced advanced imaging (CT, MRI, US). We examined results from 2 hospitals, 1 academic (AH) and 1 community (CH).
Methods: We queried our electronic health record (EHR) for any patient presentation in the main ED, where any health care provider reviewed HIE data during a 1-year period from 4/1/17 to 4/30/18. We compared these results to those patients who did not have HIE data accessed. We excluded patients under 18 years, and lower acuity (ESI 4 and 5) patients. Times, dispositions, and rates of imaging orders were calculated for those patients with and without HIE information review. Conclusions: Review of HIE information did not result in reducing ED care times, but at CH HIE review resulted in a decrease in odds of receiving an advanced image. Many factors may influence an ED provider to review HIE data, including the acuity and clinical condition of a patient. These characteristics may have biased our results, resulting in our finding of longer or unchanged ED care times for those patients with HIE review. Further research could examine more granular potential benefits of HIE use, when and how HIE influences medical imaging and explore ways to increase rates of HIE data review to determine if it is possible to attain the proposed benefits of this technology. Since that time, a growing body of literature has discussed the existence of disparities related to race/ ethnicity and other factors in multiple fields of medical and surgical care. Despite these advances, recent research suggests that physicians are unlikely to acknowledge that disparities exist. The objective of this study was to determine whether similar perceptions persist within the field of emergency medicine where all patients presenting to the emergency department are guaranteed to receive care.
Methods: In conjunction with the American College of Emergency Physicians (ACEP), we conducted a survey of a nationally-representative subset of fellows of the ACEP (FACEP) between September-December 2017. Respondents were asked about their perceptions of the existence of disparities related to insurance status, type of insurance, ability to speak English, educational attainment, race/ ethnicity, sex identity, and sexual orientation as well as the perceived strength of the evidence to support the existence of disparities in each in medicine in general and in emergency medicine specifically. Data were analyzed using descriptive statistics.
Results: A total of 945 FACEP from 36 states completed the survey (response rate: 98%). Insurance status (85.6%) and type of insurance (81.3%) disparities were the most widely acknowledged, followed by variations in care as a result of patients' ability to speak English (73.7%) and level of educational attainment (61.5%). One-half (51.9%) of FACEP respondents acknowledged the existence of disparities based on race/ethnicity, and slightly more than one-third reported their perceived existence based on variations in sex identity (40.6%) and sexual orientation (33.7%). As the level of practice moved closer to one's own from the United States to a physician's hospital to a physician's personal practice (figure), acknowledgement of disparities plummeted, dropping by an absolute value of -62.4 percentage-points to 23.2% for insurance status and -31.4 percentage-points to 2.3% for sexual orientation. Perceived strength of evidence supporting the existence of disparities followed a similar trend, ranging from 82.2% (insurance status) to 40.2% (sexual orientation) for medicine in general and from a more modest Research Forum Abstracts S118 Annals of Emergency Medicine Volume 72, no. 4s : October 2018
